
 

HOSPITAL CONNECTIONS 
Connecting with other families with babies with Down syndrome in the hospital 

 

 
I understand that the Down Syndrome Association of Minnesota will notify me if/when they share my information with 
another family. DSAM may also contact me to make sure I have been offered all the supports available for my family. 
 

Give this to the hospital staff, or submit this info online at: www.dsamn.org/parents 

 
 

Parents Name(s)   _________________________________________________________ 

Baby’s name ______________________      DOB ___________  

Phone(s) _______________________________     Email(s) ___________________________________ 

What method of contact is best for you right now?       Phone call     Text       Email   

Medical conditions or family considerations _______________________________________________ 

___________________________________________________________________________________ 
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